heard 27 in. right ear, 3 in. left ear. Rinne positive on the left side and Weber referred to the right. Skiagram of skull: " Pineal gland heavily calcified, but not displaced. About 1 cm. behind the pineal shadow is a slightly irregular opacity, probably in the same plane."
The fixed pupils to light, the early signs of paresis of upward movement and the left-sided deafness, suggested a tumour invading the quadrigeminal plate, probably originating from the pineal gland.
14.3.38: Ventriculogram. Symmetrical internal hydrocephalus including the 3rd ventricle. The posterior part of the 3rd ventricle showed a rounded filling defect. This appearance confirmed the diagnosis of pineal tumour.
A right subtemporal decompression was performed, followed by deep X-ray treatment (37 exposures over 5 fields). This was completed by 16.5.38, with complete relief of headache and subsidence of papilloedema.
About 4.4.38 patient noticed that if he raised his head from a book, his eyes lagged behind. This was confirmed on examination, which showed that upward movement of the eyes when associated with a corresponding movement of the head, was much slower and more difficult than when carried out as a solitary act. Other reflex movements in response to a bright light or a sudden noise were equally affected. On the other hand, the patient was able to follow an object fully upwards at nearly normal rate. Turning the eyes upwards to command seemed slower. These signs have persisted. Hearing on the left side is now within normal limits. The discs are flat, but slightly pale. Vision 6 both eyes. No hypothalamic symptoms ar3 complained of. The patient feels quite well and is at work.
One interesting point about this case is the treatment. We took the view that as these tumours of the pineal body are very radio-sensitive a simple decompression should be followed by radiotherapy. We think that treatment has been justified.
Discussion.-Dr. PARKES \WEBER asked whether it was really the rule that in pineal tumours commencing in adult life there were no sexual organ changes. In young boys with pineal tumour there was often precocious sexual and bodily development. In connexion with the question of the pineal tumour being the actual cause of the macrogenitosomia in such cases it seemed very doubtful whether the pineal tumour itself, apart from its size and position, did produce these symptoms.
Dr. AMcALPINE said that in his view the supposed relationship betwveen pineal tumours and sexual abnormalities had been overstressed. The general feeling was that it was probably involvement of the mammillary bodies that caused this sexual overdevelopment.
The PRESIDENT said that a very interesting point in the case was the high lymphocyte count (140 per c.mm.). The same thing had been found several times in true pineal tum3urs. He supposed it was related to the large number of lymphocytes in the tumour itself. He quite agreed with what had been said as to the overstressing of the sexual development. Skiagram of skull and sinu.ses: Negative, except that some mastoid cells were still apparent on right side. 23.7.37: Ventricular tap (Mr. P. Ascroft) Initial pressure 600 mm. X, 10 c.c. cerebrospinal fluid withdrawn; pressure now zero.
Chronic External Hydrocephalus following
A diagnosis of toxic hydrocephalus was made. 24 lumbar punctures were carried out between the date of admission and October 1937. During the first two months pressure was sometimes as low as 200 mm., but later the figures were in the neighbourhood of 300 mm. Amounts of cerebrospinal fluid withdrawn varied from 10 to 20 c.c., with consequent lowering of the pressure by half. During this time the patient was up and about the ward, apparently well except for a very occasional headache. The papillkedema very slowly subsided and the exudates became absorbed. Vision improved so that by October 1937, right eye could count fingers easily, left I. 6.10.37: As no focus could be found in throat or nose, Mr. Hastings explored the right mastoid and removed the few remaining cells, which were healthy. Subsequent history. Readmission at intervals during the present year. Patient has remained well and free from headache, except on rare occasions. Cerebrospinal fluid: Pressure has varied betwreen 220 and 300 mm.+. 15.7.38: Ventriculogram (Mr. P. Ascroft) Pressure left ventricle 175 mm. ventricles empty after withdrawal of 2() c.c. of fluid. Ventricles very slightly increased in size, but normal in shape and position.
Since July 1938 fluid restriction to 30 oz. a day and reduction of salt intake. Since then nine fuirther lumbar punctuires (no fluid withdrawn) ; definite tendency to lower figures. 9.11.38: Patient at work for last three weeks. No headache. Vision: Right i left JL. One diopter of papilloedema left eye; both discs show post-neuritic atrophy, right more than left. Diffuse macular changes right side. Cerebrospinal fluid Pressure 280; compression of right and left jugular veins showed an equal rise on either side of approximately 45 mm., and an equal fall.
On the question of causation, obviously the simple obliteration of one lateral sinus cannot be held responsible. This brings up a point that has been raised by Dr. Symonds as to whether in some of these cases of what he calls otitic hydrocephalus, there is not a spread of infection backwards to the superior longitudinal sinus; and it is the blockage of that sinus that is responsible for the picture of hydrocephalus. The persistence of the hydrocephalus, in the absence of a " focus ", rather favours his explanation. This patient did not present the signs one usually associates with an infection of the sinuses. We have now adopted a conservative treatment; we do not intend to do anything more, as the patient's intracranial pressure seems to have become stabilized.
Discussion.-Dr. D. J. WILLIAMIS said that in a series of papers published in Brain Bedford had described the results of artificial obstruction to the cerebral venous drainage in dogs. The cerebrospinal fluid pressure rose rapidly, and there was a relationship between the venous pressure and the rise in the cerebrospinal fluid pressure. As time went on the cerebrospinal fluid pressure came dowNn to its former level. If a similar compensation took place in man it was probable that the mechanism producing a continued high intracranial pressure in these cases of hydrocephalus was not related to cerebral venous thromboses.
Dr. P. C. P. CLOAKE asked whether it was possible to decrease the output of the cerebrospinal fluid by irradiation of the choroid plexuses. He had tried this once or twice in hydrocephalus without any apparent effect.
Dr. ALEXANDER ORLEY said that they had treated at the Wrest End Hospital cases of internal non-obstructive hydrocephalus with deep X-rays wvith very good results. The hydrocephalus in such cases is frequently due to hypersecretion of the choroid plexus and the X-rays have an inhibitory effect on the secretion. 'Mr. G. C. KNIGHT described a patient with a large hernia cerebri, following a decompression performed at another hospital for a presumed cerebral tumour two years previously. Investigation showed that she had a closed internal hydrocephalus from arachnoiditis of the posterior fossa. She was treated with deep X-rays on two occasions, and on each occasion the hernia became flat, which was evidence he thought of the effect on the choroid plexus, although this effect only lasted for a few months. For this reason he operated subsequently, and following division of the obstructing adhesions there has been no further evidence of obstruction and hydrocephalus.
Meningitis Serosa Circumscripta Spinalis in a Boy Aged 9 Years, 10 Months.-W. G. WYLLIE, M.D.
